OBJECTIVE: Postpartum hemorrhage (PPH) is a leading cause of severe maternal morbidity (SMM). SMM related to PPH such as disseminated intravascular coagulation (DIC), transfusion, and acute renal failure (ARF) can be readily measured with billing diagnosis and procedure codes. Given that the validity of these codes relative to chart data is unknown, the purpose of this study was to assess hemorrhage-related morbidity codes in an obstetric population. STUDY DESIGN: Delivery hospitalizations between 7/2014 and 7/2017 in three hospitals were analyzed. Data was obtained by querying the electronic medical record (EMR) including laboratory values and blood bank documentation. We evaluated whether billing codes (ICD-9 and ICD-10) used by the CDC to measure SMM aligned with EMR documentation for (i) blood transfusion, (ii) ARF, and (iii) DIC. The accuracy of blood transfusion diagnosis codes was assessed based on whether blood bank documentation demonstrated transfusion. The accuracy of ARF diagnosis codes was assessed based on whether laboratory values demonstrated serum creatinine 1.2mg/dL. The accuracy of DIC diagnosis codes was assessed based on whether laboratory values demonstrated serum fibrinogen at the following cutoffs: 200, 150, and 100 mg/dL. Test characteristics were calculated including sensitivity, specificity, positive predictive value (PPV), and negative predictive values with corresponding 95% confidence intervals. RESULTS: 35,518 deliveries were analyzed. 786 women underwent transfusion, 168 had serum creatinine 1.2mg/dL, and 99, 40, and 16 had fibrinogen 200, 150, and 100 mg/dL, respectively. Transfusion codes were 65.4% sensitive and 99.9% specific with a 91.3% PPV (Table) . DIC codes were 56.3% sensitive, 99.6% specific with a PPV of 6.3% for fibrinogen 100mg/dL, 35.0% sensitive 99.6% specific with a PPV of 9.8% for a fibrinogen 150mg/dL, and 22.2% sensitive, 99.7% specific with a PPV of 15.4% for fibrinogen 200mg/dL. ARF codes were 33.3% sensitive with a PPV of 62.9% and specificity of 99.7%. CONCLUSION: ICD 9 and 10 codes were of poor to moderate quality in measuring diagnoses commonly used to assess PPH-related morbidity. Many PPH-related outcomes can be readily queried from the EMR. For hospitals analyzing quality and safety outcomes related to PPH, data directly ascertained from the clinical record is more valid than administrative codes. OBJECTIVE: While the 50% increase in primary cesarean rates since 2000 was not clearly associated with improved neonatal outcomes, it is unknown how a large-scale program to actively support vaginal birth and reduce primary cesarean rates will affect neonatal and maternal outcomes. STUDY DESIGN: A California multi-disciplinary quality collaborative beginning in mid 2016 focused on hospitals with high rates of cesarean delivery among nulliparous women whose pregnancies were at term, singleton, and vertex (NTSV). The collaborative focused on implementation of ACOG/SMFM guidelines for labor management and increasing nursing labor support. Operative vaginal deliveries were not emphasized. Inclusion criteria for analysis included a minimum of 200 annual NTSV births and a 2015 NTSV rate >23.9%. Monthly neonatal and maternal outcome measures were collected as part of a safety monitoring program. Data were collected for the baseline period (2015) and the intervention years (2016)(2017). The primary neonatal measure was the NQF composite outcome metric: Severe Unexpected Newborn Complications (sUNC) which includes hypoxic ischemic encephalopathy, ventilation, neonatal sepsis, and major birth injuries. RESULTS: 46 hospitals met inclusion criteria with a mix of hospital types: university, community, and integrated health system; and high, medium and small delivery volume. They included an annual average of 115,000 births (of which 35% were NTSV). Overall NTSV Cesarean rates declined by 4.2%points or -14.3%. Rates of sUNC, 5' Apgar <5, and 3 rd /4 th degree perineal lacerations did not change throughout the collaborative (Figure) . Hospital NTSV cesarean rate declines occurred over a broad range from -16.7 %points to +4.7 % points, therefore, we separated the hospitals into terciles based on degree of reduction. Hospitals with the greatest declines in NTSV cesarean rate (average -9.7 % points or -29.5%) also had no change in their sUNC, low Apgar or laceration rates (Table) . Rates of chorioamnionitis, transfusion, and operative vaginal delivery also did not change. CONCLUSION: Mothers and neonates participating in a large-scale Supporting Vaginal Birth Collaborative had no evidence of worsened birth outcomes even in hospitals with very large NTSV cesarean ajog.org
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